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Abstract
Isolated mycobacterial infections of the genital tract are extremely rare. Here we present a
63-year-old gentleman who developed an isolated non-tuberculous mycobacterial mass in the inferior
pole of his right testis, secondary to immunocompromise related to multiple autoimmune and
haematological conditions and their treatments.
Introduction
Compromised immunity, associated with autoimmune
and haematological conditions and their treatments,
causes an estimated increase of 3.69 infections per patient,
with a mortality of 21% [1]. Autoimmune conditions are
also linked to the development of lymphoma, with a 3.16
relative risk of lymphoma developing in patients with
systemic lupus erythematosis (SLE) [2]. The crossover
between these two conditions can be profound [3], and
the diagnostic intricacies can become even more complex
given the prevalence of atypical infections which can
mimic relapse of either condition.
Of the atypical infections, tuberculous and non-tubercu-
lous mycobacteria (NTM) are common pathogens, most
frequently in the chest, but exceptionally affecting the
genitourinary tract [4]. Here we present a patient with an
isolated NTM infection of his right testis due to
immunocompromise from SLE, recent lymphoma, and
immunosuppressive drugs.
Case presentation
Our patient was a 63-year-old retired gentleman, weighing
64 kilograms and 1.8 meters tall. He had no significant
family history and drank only occasionally. At presenta-
tion he was trying to give up a 40 pack-year smoking habit.
His medications were predominately analgesics but also a
bisphosphonate and prednisolone 20 mg.
He had a history of SLE, haemolytic anaemia, recurrent
idiopathic thrombocytopenia purpura and recent che-
motherapy (6 months previously) for diffuse large B-cell
lymphoma.
He presented to clinic with a tender, diffusely enlarged
right testicle, and was also noted to be suffering from night
sweats, a 7 kg weight loss, and splenomegaly (previously
noted prior to treatment for lymphoma).
Tumour markers were normal, but an ultrasound scan of
his right testicle showed a non-homogenous abnormality
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(page number not for citation purposes)inferiorly (Figure 1), in keeping with a recurrence of
lymphoma or a primary malignancy [5].
Given his history and symptoms, he was urgently referred
to the urologists who decided to proceed with a right
orchidectomy.
Histology of the right testis showed a granulomatous
orchiditis. A Ziehl-Neelson (ZN) stain showed a large
number of acid fast bacilli (AFB) which, given the
morphology and absence of caseation, was most consis-
tent with a NTM infection. Unfortunately, no sample had
been sent for culture, but given the histological findings
and clinical presentation, this was considered most likely
to be Mycobacterium avium-intracellulare (MAI) infection.
He recovered well post operatively, and, as a CT scan
showed a right apical lung lesion, he was referred to the
local respiratory physician for further investigation and
management.
Bronchial washings of the right upper zone and left lingula
werepositiveforAFB.Hewascommencedonconventional
quadruple anti-tuberculous therapy pending formal iden-
tification of the AFB. The organism was subsequently
confirmed as MAI, and therapy was switched according to
the British Thoracic Society guidelines [6].
Discussion
NTM infections in immunocompromised patients [7] are
often associated with disseminated disease, with the chest
typically as the primary focus of infection [8]. The genito-
urinary system can become involved, as with tuberculous
disease, but involvement of the testes without early
epididymal changes, as occurred in this case, was
previously considered as almost pathognomonic of a
neoplastic rather than infectious process [1,9].
Conclusion
Mycobacterial infections in immunocompromised
patients must be excluded due to the importance in
prognosis and treatment (early treatment of MAI results in
remission rates of 67%even intheimmunocompromised)
[10]. In this gentleman, his extreme immunocompro-
mised state made him the ideal candidate for opportunis-
tic infections, resulting in the situation where unusual
presentation of an infection mimicked a recurrence of
lymphoma.
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